Polyvictimization involves experiencing multiple forms of maltreatment or other interpersonal victimization, and places children at risk for severe psychosocial impairment. Children with psychiatric problems are at risk for polyvictimization, and polyvictimized child psychiatric inpatients have been found to have particularly severe psychiatric symptoms. Cluster analysis was used to identify a polyvictimized subgroup (N ¼ 22, 8%) among 295 outpatient admissions in 2007-2009 to a child psychiatry outpatient clinic, based on chart review of documented maltreatment, parental impairment (history of arrest, psychiatric illness, and substance use), and multiple out-of-home placements. Polyvictimization was associated with severe parent-reported externalizing problems and clinician-rated psychosocial impairment, independent of demographics and psychiatric diagnoses. Posttraumatic stress disorder (PTSD) was the only psychiatric diagnosis associated with polyvictimization. Polyvictimization merits further clinical and research assessment with child psychiatry outpatients. Evidence-based PTSD assessment and treatment for polyvictimized children with adaptations to address their severe impairment and externalizing problems also warrants empirical evaluation. Keywords adolescent victims, adolescents, child PTSD/trauma, child victims, mental health services, adult retrospective reports Child maltreatment is prevalent in the United States (Kaffman, 2009; Shipman & Taussig, 2009 ) and often co-occurs with other childhood adversities such as family violence, caregiver impairment due to psychiatric illness, substance abuse, or criminal justice involvement, and out-of-home (e.g., foster care) placements (Afifi, Boman, Fleisher, & Sareen, 2009; Anda et al., 2006) and revictimization . When children are exposed to multiple forms of maltreatment or violence, this has been described as ''polyvictimization'' (Finkelhor, Ormrod, & Turner, 2007), multiple-type abuse (Higgins, 2004) , or complex trauma (Cook et al., 2005) . Studies of college student ), community (Finkelhor et al., 2007 Ford, Elhai, Connor, & Frueh, 2010; Holt, Finkelhor, & Kantor, 2007; Turner, Finkelhor, & Ormrod, 2010a) , and inpatient psychiatric (Ford, Connor, & Hawke, 2009 ) samples of children and young adults have shown that polyvictims are at risk of, and have very severe symptoms of, anxiety, depression, anger/hostility, impulsivity, aggression, sexualized behavior, and dissociation.
Ormrod, Finkelhor et al., , 2007 Margolin et al., 2009; Schumm, Briggs-Phillips, & Hobfoll, 2006; Shen, 2009 ). The present study therefore aimed to replicate and extend these prior findings by attempting to identify and characterize a polyvictimized subgroup in a clinical population in which polyvictimization has not been studiedchildren receiving outpatient psychiatric services.
Approaches to Defining and Assessing Polyvictimization
Polyvictimization has been defined a priori as either a categorical or dimensional variable. As a categorical variable, polyvictimization has been defined as having experienced at least four of 34 possible types of victimization in the past year . A second example of the categorical approach was taken by the Adverse Childhood Experiences (ACE) study, in which 10 types of severe adversities were assessed retrospectively: (a) Sexual abuse; (b) Emotional abuse; (c) Emotional neglect; (d) Physical abuse; (e) Physical neglect; (f) Family substance abuse; (g) Family mental illness; (h) Incarceration of a family member; (i) Parental separation or divorce; and (j) Domestic violence. Individuals who reported experiencing at least three of the adversities were found to be significantly more likely to suffer from psychiatric or major physical illnesses as adults than those with fewer past adversities (Anda et al., 2006) .
Alternately, in the dimensional approach, ordinal scores for polyvictimization have been created. For example, this was done using count of the number of specific types of victimization reported from a list of between 3 and 10 specific exemplars for each of several victimization categories (i.e., property crime, physical assault, physical abuse, victimization by peers or siblings, sexual assault or abuse, or witnessing community or family violence; Elliott et al., 2009; Richmond et al., 2009 ). In the ACE study, a dimensional score was created by counting the number of the 10 types of childhood adversity reported by respondents (Anda et al., 2006) . These studies used a priori categorical or dimensional definitions of polyvictimization. Other studies with the same or different data sets have defined polyvictimization empirically using statistical techniques such as cluster analysis Higgins, 2004) or latent class analysis (Ford, Elhai, Connor, & Frueh, 2010) . These analyses are designed to identify subgroups based on profiles of variables hypothesized to be of theoretical or clinical interest-in this case, empirically distinct profiles of the types of childhood adversity. Prior studies using an empirical approach to identify polyvictimization were done with community (Ford et al., 2010; Higgins, 2004) and inpatient psychiatric ) samples, but not with samples from the large population of children in outpatient psychiatric services.
Statistically based empirical methods of classifying children as polyvictimized have two important advantages over a priori approaches. First, they do not rely upon a single threshold for number of types of adversity, but instead construct profiles based upon actual interrelationships among different types of adversity. Second, they allow individuals who have different numbers of types of victimization or maltreatment to be included in the polyvictimization subgroup even though they might not have experienced ''enough'' types of adversity to meet the threshold set by an a priori categorical definition. Thus, they provide a potentially more precise way to identify subgroups of polyvictimized children (based on distinct profiles of adversity), rather than only testing whether children who have more types of victimizations are more adversely affected.
The Present Study
The goal of this study was to replicate the findings of a study of polyvictimization in severely psychiatrically impaired children ) with a clinical population that is larger and less impaired (i.e., children in outpatient psychiatric treatment). used cluster analysis of chart review data in order to identify a polyvictimized subgroup and found that polyvictims had the most severe externalizing behavior problems and psychosocial impairment. They also found that the polyvictimization effect could not be accounted for fully by the children's psychiatric diagnoses (i.e., major depression/dysthymia [MDD] ; anxiety disorders; oppositional defiant disorder [ODD] , attention deficit hyperactivity disorder [ADHD], or developmental and psychotic disorders) nor by their gender or ethnicity.
Childhood psychiatric disorders (Cuevas et al., 2009 ) and high levels of mental health problems (Turner, Finkelhor, & Ormrod, 2010b) or psychological distress (Cuevas, Finkelhor, Clifford, Ormrod, & Turner, 2010) have been found to place children and adolescents at risk for victimization and maltreatment. Conversely, children who are victimized or maltreated also are at risk for psychiatric disorders, including posttraumatic stress disorder (PTSD), other anxiety disorders, affective disorders, and externalizing disorders such as oppositional-defiant disorder in childhood and substance dependence in adulthood (Afifi et al., 2009; Anda et al., 2006; Conroy, Degenhardt, Mattick, & Nelson, 2009; Ford et al., 2000; Turner, Finkelhor, & Ormrod, 2006; Widom, DuMont, & Czaja, 2007) .
Polyvictimization's strong relationship to mental health problems and psychological distress suggest that it may be important to determine whether distinct subgroups of children with mental health problems or psychiatric disorders who have been polyvictimized can be identified. If so, it is important to determine if the combination of psychiatric morbidity and polyvictimization is associated with particularly severe symptoms or distress. Prior studies have used research data sets that assess between 10 ( Anda et al., 2006) and > 30 types of victimization Finkelhor, et al., 2007; Higgins, 2004; Richmond et al., 2009 ). The present study assessed a smaller set of variables from clinical data, in order to determine if these ''real world'' (i.e., ecologically valid) data can be used to identify polyvictims. The types of adversity assessed that were, with one exception, consistent with those from the ACE study: past physical or sexual maltreatment, three types of parental impairment, and multiple out-of-home (e.g., foster, residential treatment, and incarceration) placements. The exception was that, unlike the ACE study, emotional abuse and neglect were not assessed in the study or the present study. The specific adversities used in the present study were selected based on prior research. Parental impairment and out-of-home placement have been shown to place children at risk of abuse (Anda et al., 2006; Rutter, Pickles, Murray, & Eaves, 2001 ) and neglect (Widom et al., 2007) . Children of psychiatrically impaired (Rutter et al., 2001) , substance abusing (Keller, Cummings, Davies, & Mitchell, 2008) , or criminal justiceinvolved (Kinner, Alati, Najman, & Williams, 2007) parents have been found to be at risk of severe psychological and behavioral problems. Children in unstable out-of-home placements have been found to be at risk of adult psychiatric (Lu, Mueser, Rosenberg, & Jankowski, 2008) and criminal justice (DeGrue & Widon, 2009) problems.
Four hypotheses were tested in this study: (1) A distinct subgroup of children in outpatient psychiatric treatment, who have histories of multiple types of maltreatment and adversity was expected to be identified using cluster analysis. (2) The polyvictim subgroup was expected to be more severely psychiatrically and behaviorally symptomatic and impaired than other children in outpatient psychiatric treatment. (3) Based on prior studies' findings that polyvictimization was more predictive of symptoms and impairment than psychiatric diagnoses , polyvictimization's association with severe symptoms and impairment was expected to be independent of the effects of any psychiatric diagnosis except posttraumatic stress disorder (PTSD). (4) Because PTSD symptoms tend to be severe among polyvictims Ford et al., 2010) and could provide a focus for treatment for these children, the fourth hypothesis was that PTSD would be associated with severe symptoms and impairment even after controlling for the effect of other diagnoses and polyvictimization.
Method

Participants and Procedure
Study data were collected by chart review of all admissions from the 2007 opening of the University of Connecticut Health Center Child and Adolescent Outpatient Psychiatry Clinic whose cases were closed by February 2010. The only exclusion criterion was that only closed cases were included, in order to collect retrospective data following a protocol approved by the University of Connecticut Health Center Institutional Review Board. Participants' (N ¼ 295; age M(SD) age ¼ 11.5(3.5), Range ¼ 5-17 years old), gender, and ethnocultural backgrounds are described in Table 1 . Most participants' families had either commercial insurance (55%, N ¼ 160) or Medicaid, 40% (N ¼ 117), with 5% (N ¼ 14) self-paying. Family income was evenly distributed between those with <$50,000 (49%, N ¼ 126) and >$50,000 (51%, N ¼ 132). Most (85%, N ¼ 244) lived with one or both biological parents, 7% (N ¼ 20) were adopted, 5% (N ¼ 14) lived with another relative and 3% (N ¼ 8) lived with nonrelatives. No participant was residing with a caregiver against whom charges of abuse had been confirmed by child protective services. Almost half (40%, N ¼ 114) were in special education.
Every child (and at least one parent or caregiver) seen at the outpatient psychiatry clinic was interviewed in a 90-minute intake session by a board-eligible child psychiatrist. The intake followed a structured protocol designed to obtain a comprehensive psychiatric, developmental, and psychosocial history and to establish current psychiatric diagnoses and a treatment plan. The psychiatrist asked the parent and pediatric, school, mental health, or child welfare professionals involved in the case about child protective services reports regarding the family and obtained corroborating records if maltreatment had been investigated. Parent or caregiver ratings of the child's symptoms also were obtained (see below) and entered in the medical record.
Medical records were reviewed by a research assistant trained and supervised by the first author and the Clinic Director. De-identified study data were extracted. An independent chart review of a randomly selected 10% of the medical records found 100% agreement on each variable extracted for analysis (see Measures section below for definitions of each variable).
Measures
Demographics. Each child's age, gender, and ethnocultural background was obtained in the psychiatric intake interview and extracted from the medical record as described above. Psychiatric impairment. The Clinical Global Impressions Severity Score (CGI; Guy, 1976 ) is a 7-point scale: 1 ¼ no psychiatric illness; 2 ¼ borderline normal/ill; 3 ¼ mildly ill; 4 ¼ moderately ill; 5 ¼ markedly ill; 6 ¼ severely ill; 7 ¼ extremely ill. CGI ratings were determined by a consensus of the interviewing psychiatrist and (after independent review) a supervising board certified child psychiatrist (D. Connor, M.D.). In this sample, CGI ratings ranged from ''2'' (borderline ill; N ¼ 8, 3%) to ''5'' (extremely ill; N ¼ 37, 14%), with two extreme scores (one ''1'' and one ''7'' rating). The distribution was skewed toward high ratings (skewness ¼ À.142, Standard Error ¼ 0.146), with 42% of the ratings >4. Therefore, a CGI rating >4 (''markedly'' to ''extremely'' ill) was used to identify participants with ''clinically severe'' psychiatric impairment.
The CGI has demonstrated convergent validity in relation to measures of depression, quality of life, and functional status with children and adolescents in outpatient psychiatric treatment, with ''marked'' or more severe impairment associated with clinically significant levels of symptoms and problems in psychosocial functioning (Endicott, Nee, Yang, & Wohlberg, 2006) .
Physical and sexual maltreatment. Cases were classified as having a history of sexual or physical maltreatment if the medical record documented a legal charge against a caregiver because of suspected abuse, a court appearance regarding alleged abuse charges, or a protective services evaluation of abuse as mandated by state child protective service law.
Parental impairment. Parental impairment was defined as three variables, including problems with (a) alcohol or substance use disorders and (b) psychiatric illness (including affective, anxiety, or psychotic disorders). These two types of assessments were found to contribute to the risk of adverse psychiatric, medical, school, and psychosocial outcomes in the ACE study (Anda et al., 2006) . The third parental impairment variable was defined as a history of (c) arrest on criminal charges, based on studies showing that paternal (Kinner et al., 2007) and maternal (Forgatch, Patterson, Degarmo, & Beldavs, 2009 ) arrest are associated with externalizing and internalizing psychiatric and behavior problems in children and adolescents.
Out-of-home placements. Children's histories of out-of-home placements were coded to represent the number of total placements (none, one, and more than one), including foster, adoptive, residential, inpatient, detention, or incarceration placements. A dichotomous variable reflecting multiple (vs. none or one) out-of-home placements was used, based on Ford et al.'s (2009) and DeGrue and Widom's (2009) findings that multiple or unstable childhood placements were more deleterious than any other out-of-home placement variable.
Child Behavior Checklist (CBCL). The CBCL is a structured parent/caregiver-rating questionnaire for children's psychiatric and behavioral problems. The CBCL has well-defined norms and has been shown to have retest reliability and content, construct, and criterion-related validity in studies with a wide variety of community and clinical samples (Achenbach, 1991) . CBCL dimensional T-scores for externalizing problems (i.e., delinquent behavior and aggressive behavior subscales) and internalizing problems (i.e., social withdrawal, somatic complaints, and anxiety/depression subscales) were used. Based on numerous normative and validation studies (Achenbach, 1991) , T-scores ! 65 were used to identify cases with clinically severe problems.
Statistical Analyses
K-means cluster analysis was conducted to test Hypothesis 1, with the Statistical Package for the Social Sciences (SPSS Version 15.0), in order to identify subgroups with distinct profiles on the seven types of maltreatment and adversity. Although K-means analyses' results may not be generalizable to other data sets (Steinley, 2003) , this method was selected because the study's purpose was to identify a subgroup whose members were distinct from all other participants based on a history of multiple types of maltreatment and adversity. K-Means cluster analysis was appropriate for this goal because it is designed to select cases that are maximally different from all other cases in a large sample. Cases are grouped iteratively until a convergence criterion is achieved. The criterion was set at the most conservative level, 0.01, such that iterations ceased when a complete iteration did not move any of the cluster centers by a distance of >1% of the smallest distance between any initial cluster centers. The number of clusters for the final solution was selected based upon two criteria: (a) each cluster included at least 5% of the sample, in order that subgroup Ns were sufficient to permit between-group statistical comparisons; (b) clusters differed p < .001 on all classification (victimization) variables (Milligan & Cooper, 1988) . To test Hypothesis 2, after a polyvictimization subgroup was identified, bivariate analyses were done to compare its members with all other participants on demographics (age, gender, and ethnicity), histories of maltreatment or other adversities, and psychiatric symptoms and impairment. Hypotheses 3 and 4 were tested with multivariate logistic regression analyses, which regressed dichotomous measures of clinically severe symptoms or impairment on four blocks of sequentially entered variables: (a) demographics and psychiatric diagnoses; (b) polyvictimization (Hypothesis 3); and (c) PTSD diagnosis (Hypothesis 4).
Dichotomous outcome measures of symptoms and impairment were used rather than continuous scores for two reasons. First, continuous symptom severity and impairment scores in psychiatric samples are skewed toward high scores and have restricted ranges that tend to violate the requirements of linear regression. Second, it is important to determine if polyvictimization is associated not only with more severe symptoms and impairment but with clinically severe problems. Children often present for outpatient psychiatric treatment with symptoms and impairment that are of concern to caregivers but subclinical in severity (Endicott et al., 2006) , so it is important to determine if polyvictim outpatients are particularly likely to have clinically severe problems.
Data were missing in between 1% (for psychiatric diagnoses) and 16% (for the CBCL) of the cases. No systematic pattern of missing data was detected using the SPSS missing data module. Data were missing primarily due to caregivers not completing the CBCL or clinical interviewers not recording information in the medical chart. All analyses were conducted with pairwise deletion of missing data cases, in order to maximize the N for each analysis.
Results
The first results column of Table 1 provides information on demographics, victimization, and problem behaviors for the full sample. Exposure to maltreatment or adversity was common in this outpatient psychiatry sample, with 69% (N ¼ 204) of the children having experienced at least one of the seven types of adversity or maltreatment.
Cluster Analysis: Identifying a Polyvictimization Subgroup (Hypothesis 1) K-means cluster analyses revealed that solutions with more than five clusters included small N clusters that did not meet the first selection criterion. Solutions with between two and five clusters yielded adequately sized clusters. A four-cluster solution was selected because it was the only one that met the second criterion (i.e., clusters differed, F(3,242-291) ¼ 8.8-65.0, p < .001, on all classification variables) as well as the first criterion.
A cluster subgroup was identified for which all classification variables' final cluster center scores reflected definite or likely exposure to each form of maltreatment or adversity. Consistent with Hypothesis 1, this cluster was labeled a ''polyvictimization'' subgroup because its members (N ¼ 22) had experienced at least two types of maltreatment or adversity (Range ¼ 2-6; M ¼ 4.4 of seven types, SD ¼ 1.4). Five of the seven types of adversity had occurred to more than 75% of the participants (see Table 1 ), including substance abusing parents, exposure to violence or other trauma, sexual abuse, physical abuse, and parents with psychiatric problems. In addition, almost two thirds of the cluster members have had multiple out-of-home placements.
The remaining cluster subgroups' members had less extensive histories of adversity. The largest subgroup (N ¼ 170) rarely had histories of abuse, parental arrests, multiple out-ofhome placements, or exposure to violence or other traumas (2-5%). Half of these children had parents with mental health problems (48%) and one in five had parents with substance abuse problems (21%). The other two cluster subgroups were trauma-exposed due to often (73-84%) having histories of exposure to violence or other traumas. However, children in those clusters infrequently had parents with arrest histories (12-15%) or had histories of sexual or physical abuse (2-16%) or multiple out-of-home placements (0-7%). The trauma-exposed subgroups differed only in that one of clusters (N ¼ 62) frequently had parents with histories of mental health problems (95%) or substance abuse (69%), while the other cluster's members (N ¼ 41) infrequently (<15%) had parents with either mental health or substance abuse problems. The low adversity cluster and the two trauma-exposed cluster's members were combined into a ''non-poly victim'' cohort in order to test the remaining hypotheses that polyvictims would differ from all other child psychiatry outpatients. Including the two trauma-exposed subgroups in this non-polyvictim cohort provided a conservative test of the unique role of polyvictimization.
Bivariate Analyses: Characteristics of Polyvictims (Hypothesis 2) Table 1 summarizes the results of the bivariate analyses for the demographic, trauma history, and symptom variables. Polyvictimization was associated with female gender, but the polyvictims did not differ from other child outpatients in age or ethnocultural background. As expected, sexual or physical abuse, other trauma, multiple out-of-home placements, and having a legally or substance abuse-impaired parent were associated with polyvictimization. However, having a psychiatrically impaired parent was not associated with polyvictimization. Polyvictims had almost four times as many types of maltreatment or adversity, on average, than other child outpatient participants. In support of Hypothesis 2, polyvictims had higher levels of externalizing problems and impairment than other child outpatients. However, polyvictims did not have higher internalizing symptom ratings than the other child psychiatry outpatients. Table 2 summarizes bivariate findings comparing polyvictims to other child outpatients on dichotomous variables for clinically severe externalizing and internalizing problems, impairment, and PTSD diagnosis. Polyvictimization was associated with each severity variable except internalizing problems. Polyvictimization also was not associated with any other diagnosis, including CD/ODD (Odds Ratio [OR] ¼ 1.1), other anxiety disorders (OR ¼ 1.1), MDD (OR ¼ 0.9), or ADHD (OR ¼ 0.6; all p>.05). Bivariate analyses supported Hypothesis 2 except, consistent with results from the prior study with a child psychiatry inpatient sample ), polyvictimization was unrelated to internalizing symptom severity. Therefore, only externalizing symptoms and impairment were examined in the subsequent multivariate analyses. Table 3 shows results of tests of the associations between demographics and psychiatric disorders (Block 1), polyvictimization (Block 2), and PTSD (Block 3) with severe psychosocial impairment. Impairment was unrelated to demographics but was associated with MDD, bipolar, and CD/ODD diagnoses (Nagelkerke R 2 ¼ .20). When polyvictimization and PTSD were entered in Blocks 2 and 3, each was associated with severe impairment. Change in variance accounted for by the multivariate model increased statistically significantly at each step (Nagelkerke R 2 ¼ .25, R 2 change ¼ .05; and Nagelkerke R 2 ¼ .29, R 2 change ¼ .04, respectively). In the final model, polyvictimization was associated with clinically severe impairment after controlling for the statistically significant effects of diagnoses of PTSD, bipolar disorder, CD/ODD, and MDD.
Multivariate Analyses: Unique Effects of Polyvictimization and PTSD (Hypotheses 3 and 4)
A parallel regression analysis was conducted with clinically severe externalizing problems as the outcome variable, as shown in the right side of Table 3 . Older age and MDD, bipolar disorder, and CD/ODD diagnoses were associated with clinically severe externalizing problems in Block 1 (Nagelkerke R 2 ¼ .22, see Table 3 ). In Block 2, polyvictimization was associated with severe externalizing problems and the variance accounted for by the model increased statistically significantly (Nagelkerke R 2 ¼ .27, R 2 change ¼ .05). When PTSD was entered in Block 3, the variance accounted for did not increase significantly (Nagelkerke R 2 ¼ .28, R 2 change ¼ .01), and both PTSD and polyvictimization were unrelated to severe externalizing problems. In the final model, only older age, CD/ODD, and MDD were associated with an increased risk of clinically severe externalizing problems. 
Discussion
Consistent with the study's first hypothesis, a polyvictimization subgroup consisting of approximately 1 in 12 children in a psychiatric outpatient treatment sample was identified. The polyvictims had extensive histories of maltreatment and other adversities-on average, having experienced almost 4.5 of 7 possible types of victimization. Consistent with the study's second hypothesis, clinically severe externalizing behavior problems, psychiatric impairment, and PTSD diagnosis were associated with polyvictimization. However, polyvictimization was not associated with clinical-level internalizing problems nor with any other psychiatric diagnosis. Support for the third hypothesis was found in multivariate analyses in which polyvictimization was associated with a clinically severe impairment over and above the effects of demographics and psychiatric diagnoses including PTSD. Some weaker support was found for an association between polyvictimization and externalizing behavior problems, because this relationship held true after accounting for demographics and diagnoses other than PTSD, but not after accounting for the effects of a diagnosis of PTSD. Hypothesis 4 was partially supported, in that a PTSD diagnosis was associated with clinically severe impairment in the multivariate analyses. Also, including PTSD diagnosis in the regression reduced the odds of clinically significant impairment attributable to polyvictimization by half, from 10-fold to 5-fold risk. However, PTSD diagnosis was not associated with clinically significant externalizing problems in the multivariate analysis. These findings replicate those from the child psychiatric inpatient sample studied by Ford and colleagues (2009) , providing further evidence that polyvictimization is associated with particularly severe impairment and externalizing behavior problems among children who are in psychiatric treatment. Thus, not only children in intensive psychiatric care but also those who live in the community and receive outpatient psychiatric care appear to have particularly severe and psychosocial impairment, and possibly externalizing problems, if they are polyvictims. 
Implications for Clinical Practice
Study findings have clinical relevance by suggesting that even among a symptomatic population of children receiving outpatient psychiatric services, assessment is needed to identify a subgroup comprised of polyvictims who are at high risk for severe impairment and severe externalizing symptoms. Although polyvictims may represent only a small fraction (i.e., 8% in the present study) of child psychiatry outpatients, their typically severe impairment seems to warrant attention in order to ensure their safety and to maximize their response to treatment. Study findings also suggest that PTSD should be carefully assessed when polyvictimized child psychiatry outpatients are identified. Polyvictimized children may present for outpatient psychiatric services with more prominent externalizing behavior problems than internalizing symptoms such as anxiety or dysphoria-therefore, PTSD may be overlooked, and opportunities to address traumatic stress as a contributing factor to behavior problems may be missed (Ford et al., 2000) . PTSD symptoms warrant careful assessment as a possible contributor to externalizing problems for polyvictmized children in outpatient psychiatric treatment. However, in order to address polyvictims' impairment and externalizing problems, adaptations to evidence-based treatments for pediatric PTSD such as traumafocused cognitive behavior therapy (TF-CBT) may be needed, because traumatized children with externalizing behavior problems have been found to be difficult to treat for PTSD (Cohen, Berliner, & Mannarino, 2010) . PTSD treatment also may need to address a broader range of sequelae than PTSD (e.g., emotion dysregulation, dissociation, and disorganized attachment; Cook et al., 2005; Ford, 2005) in order to reduce the severe psychosocial impairment characterizing polyvictimized child psychiatry outpatients.
Implications for Research
From a research perspective, the study replicates prior clinical ) and epidemiological (Ford et al., 2010; Higgins, 2004) investigations, showing that empirically derived profiles of victimization can be used to identify distinct subgroups of polyvictims. The 8% prevalence of polyvictimization found in these studies is comparable to the 8% ''high'' polyvictimization subgroup identified by Finkelhor and colleagues (2007) and the 8-17% subgroups identified in empirical classification studies (Ford et al., , 2010 Higgins, 2004 ). It appears that there is a subgroup of polyvictimized children, in clinical as well as community populations, which is characterized by revictimization across several domains of maltreatment and childhood adversity. Other studies have shown that even repeated or prolonged exposure to a single type of victimization does not appear to be as harmful psychologically and behaviorally as polyvictimization Finkelhor et al., 2007; Richmond et al., 2009 ). This was not assessed in the present study nor in a prior study with child psychiatric inpatients , so further studies are needed with child psychiatry samples in which revictimization or prolonged victimization within a single domain of maltreatment or adversity are assessed as well as polyvictimization across multiple domains. Further research also is needed to determine if the patterns of co-occurrence of specific forms of victimization within broad victimization domains (e.g., different forms of sexual victimization such as harassment, rape, and non-penetration assault) that were identified in at-risk (Reid & Sullivan, 2009 ) and representative community samples of children can be replicated in clinical populations. Clinically, the specific nature of adversity or maltreatment is important to determine in order to individualize treatment, but research is needed to guide these decisions. For example, research could demonstrate if and how variants of polyvictimization with different specific victimization events (e.g., Teicher, Samson, Polcari, & McGreenery, 2006) or perpetrators (Higgins, 2004; Reid & Sullivan, 2009 ) lead to varied diagnostic profiles, impairments, and treatment outcomes.
Research on treatment of maltreated children has not systematically distinguished polyvictims in order to determine if their response to the various treatment options differs from that of children who have been maltreated but not polyvictimized (Ford, Steinberg, Hawke, Levine, & Zhang, in press; Harvey & Taylor, 2010) . Studies with adults suggest that treatment requires adaptation to address the complex sequelae of polyvictimization (e.g., Ford & Kidd, 1998; Nemeroff et al., 2003) . With both adults (Resick, Monson, & Gutner, 2007) and children (Saxe, MacDonald, & Ellis, 2007) , although evidence-based cognitive behavior therapy has been shown to have benefits across a range of severity and complexity of trauma histories, adaptations for patients with polyvictimization histories are commonly recommended to avoid iatrogenesis and enhance therapeutic alliance, engagement, and retention (Ford & Cloitre, 2009 ).
Limitations of the Present Study
A convenience sample rather than a fully representative sample was utilized, restricted to patients from one child and adolescent psychiatric outpatient clinic; thus, the results cannot be assumed to be generalizable to the outpatient child psychiatry population in general or to more severely impaired (e.g., residential or inpatient psychiatric) populations. They included children with other psychiatric diagnoses than anxiety, affective, and behavioral disorders, but not in sufficient numbers to determine if the relationships hold for children with more severe psychiatric disorders (e.g., psychotic or autism spectrum disorders). Childhood adversity data were based on parent/ caregiver's retrospective reports, although maltreatment data were based on documented child protection involvement so as to reduce retrospective reporting biases associated with selfor collateral-reported maltreatment (Widom et al., 2007) . However, official maltreatment data may include false positives (e.g., allegations that are investigated but unsubstantiated) or false negatives (e.g., nondisclosure by parent/caregiver).
Psychometrically validated structured interviews might yield more accurate and valid diagnostic and victimization data, although the DSM-IV-guided approach of diagnosis by interviewer-expert consensus and the use of the CBCL and CGI measures enhanced the methodological rigor of those data. It also should be noted that the failure to find a relationship between clinically severe internalizing problems and polyvictimization may be an artifact of including only the parent/caregiver as the source of data on internalizing problems. Adults are likely to be better able to accurately identify overt psychosocial impairment or externalizing behavior problems than internalizing symptoms. Therefore, future studies should include children's self-reported internalizing symptoms before concluding that there is no relationship between polyvictimization and internalizing problems.
Although children characterized as polyvictims were identified empirically, based on a high likelihood of having a history of maltreatment and adversity, victimization was not assessed with the degree of specificity in some prior studies (e.g., Finkelhor et al., 2007; Higgins, 2004) . The maltreatment and risk factor variables used in this study are consistent with prior studies on childhood adversity (e.g., Anda et al., 2006; Finkelhor et al., 2007; Rutter et al., 2001) ; however, it cannot be stated definitely that these variables specifically represent traumatic victimization. This is particularly true for parental impairment and multiple out-of-home placements that, although consistently associated with childhood maltreatment and adversity Rutter et al., 2001) , are not specific forms of victimization. Future studies should assess specific traumatic events (e.g., Ford et al., 2010) , maltreatment characteristics (e.g., Higgins & McCabe, 2000; Reid & Sullivan, 2009; Teicher et al., 2006 ; e.g., perpetrator, developmental timing of onset, duration, victim vs. witness, emotional abuse, and neglect), and family characteristics related to maltreatment (e.g., parental suicidality, family conflict; Higgins & McCabe, 2000) .
Although this report focused on identifying and examining characteristics and outcomes of polyvictimization, the two other trauma-exposed subgroups warrant further examination. A future report will compare those subgroups to the polyvictim and low adversity subgroups in order to more fully elucidate the types and impacts of victimization.
Conclusion
Polyvictims represent a subgroup of children in outpatient psychiatric treatment, who warrant particular clinical and research attention due to impairment and externalizing problems that, with one exception, do not appear to be accounted for by their documented psychiatric disorders. The exception was that PTSD may account for polyvictims' externalizing problems. Thus, polyvictims should be identified in child psychiatry samples, and treatment for PTSD and complex traumatic stress symptoms warrants further investigation to address these children's potentially severe psychosocial impairment and externalizing behavior problems.
